Content review of existing Hospital Elder Life Program protocols

Introduction

The objective of the content review was to review the content of the existing HELP intervention protocols, to ensure that: 

· The content is consistent with the contemporary evidence base 

· The language reflects standard British English usage.  

Method

Preparation of the existing HELP protocols

The HELP protocols are presented in the HELP manuals in a form for clinical use by members of the HELP team (i.e. Elder Life Specialist, Elder Life Nurse Specialist, volunteer). This necessarily involves some duplication in the presentation of the interventions.

In preparation for the presentation of the protocols to the delirium experts (John Young, Rachel Holt and Najma Siddiqi) and then to members of the development teams, individual elements of the intervention protocols and volunteer programs were extracted from the HELP manuals by researchers from the Academic Unit (Jane Smith and John Green). They were presented in tabular form in order to avoid duplications and without reference to the member of staff appointed to undertake them (i.e., Elder Life Specialist, Elder Life Nurse Specialist, volunteer).

European Delirium Association workshops  

The opportunity arose to present the resulting tabulated intervention protocols at two workshops at the European Delirium Association annual meeting in Leeds on 8th and 9th October 2009. The workshops were attended by 27 meeting delegates (Workshop 1, n=17; Workshop 2, n=10). 

Participants were given an overview of HELP and were then asked in groups to consider the content of individual protocols and to decide, on the basis of their knowledge and experience of delirium, whether they would include or exclude individual elements of the HELP intervention protocols in a delirium prevention programme appropriate to their European healthcare setting. They were also asked whether they had any suggestions for additions to the protocols.

Not all workshop participants took part in the group work and/or provided feedback. Twenty participants provided at least some feedback on the content of the protocols. The job roles of participants providing feedback were: geriatrician (n=6); psychiatrist (n=5); nurse (n=6); therapist (n=1); not known (n=2).

Feedback was collated and tabulated for reference by the delirium experts in subsequent meetings. 

Delirium experts within the research group

Delirium experts in the research team (Sharon Inouye, John Young, Najma Siddiqi, and Rachel Holt) reviewed the content of the individual HELP protocols in a number of meetings and tele-conferences against: 

· Existing UK guidelines (Clinical Effectiveness and Evaluation Unit, 2006)1
· The emerging NICE recommendations (three applicants on the Guideline Development Group), and 

· The updated Cochrane delirium prevention review (due 2009; lead author Najma Siddiqi) 

The delirium experts and academic unit researchers within the research group met on four occasions:

· 1st meeting (04/12/2009): John Young, Najma Siddiqi, Jane Smith, John Green

· 2nd meeting (07/01/2010): John Young, Najma Siddiqi, Rachel Holt, Jane Smith, John Green

· 3rd meeting (24/02/2010): John Young, Jane Smith, John Green

· 4th meeting (09/03/2010): John Young, Rachel Holt, Jane Smith, John Green

 Available evidence on delirium prevention

The available evidence for the delirium experts group were the recently-produced ‘Delirium: diagnosis, prevention and management’ NICE guidelines, draft for consultation, November 2009’ and the Post-stakeholder Consultation version of the same document, published February 2010.2 

Consumer Group

We discussed the form, acceptability and appropriateness of a number of elements of the individual HELP protocols (i.e. display board, therapeutic activities and clock) with our consumer group.

Teleconference with HELP-Central

We discussed the HELP protocols with Sharon Inouye and her colleagues in our regular teleconferences with the Boston team and acknowledge Prof Inouye’s extensive contribution to the adaptation of HELP.

Results

European Delirium Association workshops  

In summary, there was broad agreement among the participants on the appropriateness of the content of the HELP intervention protocols.  Specific disagreements with existing HELP interventions were:

· Cognitive Impairment: Assessment, repetition of Mini Mental State Examination every seven days was considered to be too frequent.

· Sleep Enhancement: There was some disagreement over the patient eligibility criteria, and inclusion of backrub as an intervention. It was also suggested that patient eligibility for this protocol should include ‘middle insomnia’ and ‘early morning wakening’.

· Fluid repletion: The blood urea nitrogen /creatinine ratio was not familiar to participants. Suggestions for additions were: the provision of suitable cups, observation during the time when dehydration was a problem; provision of family, carer, patient leaflets on admission.

· Feeding assistance: Participants thought that there was a need to know how oral intake was assessed/should be monitored. The use of a standard screening tool, (e.g. Malnutrition Universal Screening Tool) was suggested. It was also suggested to enlist the help of family and friends to identify food likes/dislikes, and for active training for staff in swallowing problems.

· Psychoactive medications: It was suggested that it would be better to screen medications three times a week, rather than daily. Suggestions to add were: annual audit of medication formulary, adopt medication list from British Geriatric Society/Royal College of Physicians or Beers list, action to facilitate concordance for all medications, using correct formulation needs addressing, standardisation of medication used for treatment of delirium.

Delirium expert group

Overall scope of HELP and the proposed HELP-UK

Although HELP in its present form has widened its focus from a delirium prevention intervention to a quality improvement programme aimed at improving care for older people in hospital, it was felt that the focus of our research should be specifically on delirium prevention as this is the remit of our funded research.

HELP inclusion criteria and NICE risk assessment

The group compared the inclusion criteria for HELP (Table 1) with the risk factors for delirium identified in the then draft NICE guidelines (Table 2).
Table 1. Hospital Elder Life Program inclusion criteria

	· Age 70 years and older and on HELP unit

	· At least one risk factor for cognitive or functional decline. Risk factors include:

	     Cognitive impairment – Mini Mental State Examination <24/30 (or equivalent ratio)

	     Any mobility or activity of daily living impairment

	     Vision impairment: <20/70 best corrected vision

	     Hearing impairment: <3 of 6 whispers in each ear on Whisper test

	     Dehydration: blood urea nitrogen/serum creatinine ratio ≥18 

	· Able to communicate verbally or in writing 


These inclusion criteria imply that HELP is implemented in a unit and patients are screened for inclusion when they are admitted to that unit. 

Table 2. Draft 
National Institute for Health and Care Excellence guidelines: risk factors for delirium

	Risk factor assessment

	· When people first present to hospital or long-term care, assess them for the following risk factors:

	· 
Age 65 years or older. 

	· Cognitive impairment and/or dementia: signs of current cognitive impairment or a history of previous cognitive impairment and/or dementia. If cognitive impairment is suspected, confirm it using a standardised and validated cognitive impairment measure.

	· Current hip fracture.

	· Severe illness (a clinical condition that is deteriorating or is at risk of deterioration).

	If any of these risk factors is present, the person is considered at risk of delirium [1.1.1] 

	Observe people at every opportunity for any changes in the risk factors for delirium [1.1.2]


These criteria imply a hospital-wide adoption of screening (and intervention)

The group considered whether we should therefore adopt the strategy implied in NICE (i.e. whole hospital implementation). 

The group thought that hospital-wide implementation would be too impractical. Nearly two-thirds of NHS general hospital beds are occupied by older people. Consequently, the demands for delirium screening and prevention would be far too great for staff and volunteers to cope with. Additionally, HELP implementation is targeted at the level of the ward/unit rather than the hospital.

The group therefore proposed that ward areas should be targeted for implementation. The justification for this was that, in the UK NHS, screening happens through inbuilt care pathways, e.g. elderly care wards only admit people over a certain age, wards which admit only people with fractured neck of femur.

Additionally, implementation of HELP is limited by the availability of volunteers. A pragmatic solution to implementation would therefore be needed. 

Current HELP intervention protocols

In HELP, there are specific intervention protocols for each of the delirium risk factors as follows (Table 3):
Table 3. Hospital Elder Life Program intervention protocols

	Risk factor
	Intervention

	Cognitive Impairment
	Orientation Protocola

	
	Therapeutic Activities Protocola

	
	Delirium Protocol

	
	Dementia Protocol

	
	Psychoactive Medications Protocol 

	Sleep Deprivation
	Sleep Enhancement Protocola

	Immobility
	Early Mobilization Protocola

	Vision Impairment
	Vision Protocola

	
	Vision Protocol – Blindnessa

	Hearing Impairment
	Hearing Protocola

	Dehydration
	Feeding Assistance Protocola

	
	Fluid Repletion Protocola

	Additional protocols
	

	
	Discharge Planning Protocol

	
	Optimising Length of Stay Protocol

	
	Chaplaincy Protocol

	a Core protocols


Following discussion with Professor Inouye and her team, it was clear that, as a consequence of the expansion of the program from delirium prevention to a wider, quality-improvement program for geriatric care, there are two types of protocols: ‘core’, delirium prevention protocols and additional protocols for units/hospitals with no geriatric nursing expertise. (These may be referred to as ‘Good practice guidelines’.)  Core protocols have been identified in the above table. 

As we wished to focus on delirium prevention, the revision of the protocols focused on the core intervention protocols.

The following is a summary of the comments or suggestions by workshop participants at the European Delirium Association, the delirium expert group and, where appropriate our consumer group, on the HELP intervention protocols.

a. HELP Protocol: Orientation

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

Patient Orientation Board 

It was thought that there might be practical problems (size, position etc) and issues of patient confidentiality with a Patient Orientation Board in NHS wards with multi-bedded units. If the size of boards is a problem then the amount of information on them may have to be limited. We sought the opinion of our consumer group on this.

Care environment
The NICE guidelines recommend that people at risk of delirium have a care environment that avoids moving patients within and between wards or rooms unless absolutely necessary [1.3.1].2 This advice also forms part of the HELP delirium protocol.

The group recommended that words to the following effect should be included in the revised protocol, or be included in the educational element of the revised HELP:

 “Avoid moving patients within and between wards or rooms unless absolutely necessary.”

Consumer group

We sought the opinion of our consumer group on two elements of the protocol: a “patient orientation board” and 24 hours clock.

Patient orientation board

The general consensus of the consumer group was that all the information was desirable. The group were asked what were the most and least important items of information on the orientation board. The most important were the day and date and the names of the doctor and nurses. The least important were the name of the volunteer for the next shift as it was presumed that the volunteer would introduce themselves and be wearing a badge. 

The group felt that it was good practice to provide the patient with information about what would be happening that day as this could reduce anxiety. However, there was some concern that there may be a breach of patient confidentiality if information about tests were displayed on the board. This would be a particular issue in shared rather than individual rooms.

 One participant suggested that it would be useful for the volunteer to know what the patient had ordered for meals each day, as they could remind the patient what they would be having for the next meal. This information could also be used in the course of conversation, for example, the volunteer could ask the patient had they enjoyed their breakfast, and what did they have?

The group discussed how the board might be displayed, given the lack of wall space in a shared ward environment. Suggestions included:

· Display on a screen (e.g. patient line screen)

· Tape to a bedside table  on a new piece of paper each day

· Display on a clipboard at the end of the bed

Some concerns were raised about the need to clean boards due to infection risk and that this might wipe the information off. Also, that there could be cross-contamination if volunteers used the same pen for each board.

24-hour clock

The NICE guideline recommends the use of a 24-hour clock visible to patients. Our consumer group were shown an example of a 24-hour clock. They were unanimously of the opinion that a 24-hour clock was not appropriate and would be confusing to older people. It was suggested that a digital clock would be better. However, the group thought that it would be useful to have some way of indicating to patients when it was day or night on the clock. Suggestions included:

· Light/change of colour for day/night

· A symbol e.g. sun/moon

· AM/PM indicators.

One participant said, with older people, “keep with the familiar.”

b. HELP Protocol: Therapeutic Activities

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation 

Title: “Therapeutic Activities”: There was concern over the name “therapeutic” in the context of the English health service as this implies actual treatment. It was suggested that the term “Therapeutic Activities” could be replaced by the term “Ward Based Activities.”

Consumer group

Our consumer group discussed the suggested list of therapeutic activities included in the HELP manual. The general consensus of the group was that spiritual activities were personal and should not be included in therapeutic activities. Some activities, e.g. playing music, would be difficult in a shared ward environment. People have different tastes in music and if it were played in a shared ward it may annoy other patients. Headphones could be used, but the use of headphones could disengage patients. The majority of participants felt that card games and board games should not be included in activities. It was suggested that some activities may not be suitable for some people, e.g. reading the newspaper if the patient is dyslexic.

The group considered that participation in activities should be optional. The patient may be too ill to take part or some patients who find it difficult to talk to strangers may not want to engage with the volunteer. 

The group made some suggestions for other activities:

· Reflexology

· Take digital photos of the locality and use in conjunction with old photos of the area. The volunteer could use these to discuss the patients’ memories of how the area used to look and their past experiences.

c. HELP Protocol: Sleep Enhancement

The delirium expert group queried the appropriateness of elements of this protocol to the NHS.

Delirium experts group: additional comments and further investigation

Core principles of sleep enhancement

It was proposed that the core principles for this protocol are:

1. Positively to identify patients with sleep disturbance

2. Employ non-pharmacological interventions to enhance sleep

3. Employ environmental noise-reduction strategies
Systematic evidence for insomnia in older people

The following evidence was inspected:

· NICE Clinical Guideline CG35 – ‘Parkinson’s disease’

· NHS evidence: mental health; introduction to sleep problems - sleep hygiene

· Review of systematic reviews about the efficacy of non-pharmacological interventions to improve sleep quality in insomnia3
· Cochrane review of cognitive behavioural interventions for sleep problems in adults aged 60+.4
· Insomnia.5
The evidence contains recommendations for good sleep hygiene and for the effectiveness of interventions not relevant to older people in hospital with an acute illness (e.g. cognitive behavioural therapy). 

Ward audits of noise and disturbance at night

The group considered that an audit to identify factors in the ward environment that may inhibit or disturb sleep could be useful. It was suggested that this could be a topic for discussion with staff at the workshops.

d. HELP Protocol: Early Mobilisation

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

No additional comments.

e. HELP Protocol: Vision

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

Patient eligibility Patients’ spectacles are frequently lost when they are in hospital. Even if patients’ spectacles are not mislaid, it is often difficult to ensure that patients wear them at appropriate times. For this reason, it was proposed that the protocol should apply to all patients who use spectacles.

The proposed modified eligibility screening is: 

A. Do you wear spectacles?



If ‘yes’: the patient is eligible for the Vision Protocol



If ‘no’: vision screening 

 B. Vision screening



If the patient passes: they are not eligible for the protocol


If the patient fails: they are eligible for the protocol

Vision screening The current eligibility criterion for HELP (“less than 20/70”) is not familiar to European clinicians. Validated questions could be an alternative to a bedside vision test with screening card. It was considered that the questions may reliably identify patients with vision problems and be more acceptable to patients than a formal bedside vision test. 

Two potential questions from an Organisation for Economic Co-operation and Development 1981 16 item questionnaire on long-term disability questionnaire6 were identified:

1. Is your eyesight good enough to read ordinary newspaper print? (with glasses if usually worn)

2. Is your eyesight good enough to see the face of someone from four metres?  (with glasses if usually worn)

A study7 screened 1,121 people aged 75 or over for visual loss using both performance based measures (Snellen Chart; Low Vision Chart) and the OECD questions shown above. Concordance of the Snellen chart with Question 2 was 79%. Concordance of the Low Vision Chart with Question 1 was 69%.

Additional comments: 

1. As spectacles are easily lost during hospitalisation, it was suggested that spectacles could be labelled on admission of the patient to hospital to try and prevent their loss. However, this might pose practical problems and be undignified.

2. Equipment available in the UK may differ from that available in the USA. A possible source of equipment is http://www.dementiasigns.co.uk/). Additionally, the Royal National Institute for the Blind offered the following advice:

Identification of glass items:

· Mark with bright colours

· Use brightly coloured plastic cups as an alternative

Call bell

· Mark with a brightly coloured contrasting border if positioned on the wall or on a table next to the bed

Staff awareness of visual impairment is also key in providing appropriate care for blind and partially sighted people. The Royal National Institute of Blind People access consultancy service will be able to provide more details on training and also advice on making the patient environment more accessible. 

f. HELP Protocol: Vision – blindness

Delirium experts group: additional comments and further investigation

It was thought that this protocol may not be required in HELP-UK as the items are largely contained in other protocols or are usual practice on NHS wards. 

It was suggested that the remaining items could be transferred to the Vision Protocol as an additional intervention “for patients with severe visual impairment.”
g. HELP Protocol: Hearing

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

Eligibility It was queried whether screening questions could be substituted for the whisper test. However, it was argued that the whisper test is superior as it avoids the possibility of patients lip reading and, in practice, discriminates well between those with and those without hearing impairment. 

Noise on hospital wards There is a sometimes a problem communicating with patients even when they have a functioning hearing aid(s). Staff say that patients tend to switch off their hearing aids because the wards are generally noisy and the aids tend to pick up distracting background noise.

Equipment A member of the group has had experience of patients using ‘listenators’ (portable electronic amplified hearing devices) and considered them to be very effective. 

Repairs It was queried how easy it is to facilitate repairs within the NHS– we need to find out about this. In some locations, wards have had the ward clerks trained in how to fix hearing aids – this was thought to be a good idea.

h. HELP Protocol: Feeding Assistance

There was general agreement between the workshop participants and the delirium expert group on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

No additional comments. 

i. HELP Protocol: Fluid Repletion

There was general agreement between the workshop participants on the appropriateness of the elements of this protocol.

Delirium experts group: additional comments and further investigation

Intervention

It is very difficult to ensure patients have adequate oral intake and/or that oral intake is monitored consistently and accurately. There are numerous intervention approaches but each has difficulties associated with it. However, if a patient is severely dehydrated, subcutaneous or intra-venous rehydration therapy should be considered.

A simple, pragmatic intervention could be that, unless specifically contraindicated, a drink is put into every patient’s hands every two hours. This could be the starting point for discussion at the Workshops: “Every patient (unless contraindicated) gets a drink every two hours” 

It was also thought that a flow diagram might be appropriate (Figure 1):

Figure 1. Flow diagram: oral intake

Additional clinical indicators contributing to delirium in the NICE guideline which do not have corresponding protocols in HELP

These are:

· Hypoxia

· Infection

· Pain

· Polypharmacy effects

The preventative interventions and actions recommended in the draft NICE guidelines for these clinical indicators are:

HYPOXIA

1.3.3.3 Address hypoxia through the following actions:

· Assess for hypoxia and optimise oxygen saturation, as clinically appropriate.

Delirium experts group: additional comments and further investigation

It was not considered necessary to have a separate HELP-UK protocol for hypoxia as this is usual ward practice.

INFECTION

1.3.3.4 Address infection through the following actions:

· Look for and treat infection.

· Avoid unnecessary catheterisation.

· Implement infection control procedures in line with ‘Infection control’ (NICE clinical guideline CG2).

Delirium experts group: additional comments and further investigation

It was not considered necessary to have a separate HELP-UK protocol for infection as this is usual ward practice.

PAIN

1.3.3.6 Address pain through the following actions:

· Assess for pain.

· Look for non-verbal signs of pain, particularly in those with communication difficulties (for example, people with learning difficulties or dementia, or people on a ventilator or who have a tracheotomy).

· Investigate and review appropriate pain management in any person in whom pain is identified or suspected.

Delirium experts group: additional comments and further investigation

It was considered that there should be an additional HELP-UK protocol for pain, as this is recommended by NICE. The experts developed a suggested protocol (Table 4) based on the Royal College of Physicians National Guidelines for the assessment of pain in older people. 

Table 4. Suggested Hospital Elder Life Program-United Kingdom pain protocol

	Patient eligibility

	All patients

	Assessment/evaluation

	1. Assess for presence of pain at each medication round and in situations where procedures might cause pain:

	a. Ask whether the person has pain at rest or on movement, using a range of alternative descriptors (e.g. sore, hurting, aching). For people with cognitive impairment or communication problems, offer additional assistance with self-report through the use of suitably adapted scales and facilitation by skilled professionals.

	b. Observe for  potential indicators of pain (especially in people with cognitive/ communication problems):

· Facial expression

· Verbalisations/vocalisations

· Body movements

· Altered interpersonal interactions

· Changes in activity patterns or routines

· Mental status changes

· Physiological changes

	2. If pain is reported or observed:

	a. Assess pain intensity using a simple scale such as a verbal rating scale or numeric rating scale.

	b. Ask the person to indicate where their pain is by pointing or use a pain map.

	c. For people with cognitive impairment or communication problems, attempt to interpret meaning of behaviour with help of caregivers familiar with the person.

	Interventions

	1. Liaise with the medical team to construct a pain management plan. 

	2. Continue to monitor and modify management if required. 


POLYPHARMACY EFFECTS

1.3.3.7 Address polypharmacy effects through the following actions:

· Carry out a medication review for people taking multiple drugs, taking into account both the type and number of medications.

Delirium experts group: additional comments and further investigation

It was agreed there should be a medication review protocol in HELP-UK. The experts developed a suggested protocol (Table 5).
Table 5. Suggested Hospital Elder Life Program-United Kingdom medication review protocol

	Patient eligibility

	All patients

	Interventions

	1. At admission: Review existing medications, and consider the following actions:

	a. Reduce or stop vasoactive medications, especially if systolic blood pressure is <120mm Hg

	b. Reduce or stop psychoactive medications, especially benzodiazepines

	c. Reduce or stop opioid analgesia

	d. Reduce or stop antihistamines (H antagonists) 

	e. Reduce or stop calcium channel blockers Nifedipine and Amlodipine

	2. During admission: Consider the following actions:

	a. For patients with acute severe pain use the lowest dose of opioid consistent with adequate pain control.

	b. Avoid:

	· Pethidine

	· Benzodiazepines

	· Antihistamines

	· Dihydropyridine calcium channel blockers (e.g. Nifedipine and Amlodipine)
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